Introduction
Diabetes mellitus is a disease of incidence and growing prevalence among the population (1) , and diabetes mellitus type 2 is the most predominant form in 90% to 95% of the cases (2) . According to an estimate by the International Diabetes Federation, the current 284 million with diabetes type 2 will increase in more than 50% in the next 20 years, thus constituting a potential problem in public health and growing incidence worldwide (3) .
In general the population aging, and the growing organization, sedentary in life, the hypo-caloric diets and obesity are the great responsible factors for the increase of prevalence of such disease, configuring it today, a worldwide epidemics. Four million deaths a year in the world are determined by this pathology and its complications (4) . One of the great economic impacts of this disease occurs in the health services, resulting from the costs of the treatment, especially of their cardiovascular complications, dialysis from renal chronic insufficiency, as well as from amputations of the limbs (4) , besides the State costs resulting from early retirement due to functional incapability brought by their complications (5) . As a chronical condition, the diabetes requires from the person attacked with this disease, the assistance of a therapy regime of daily self-care, which is necessary to maintain the metabolic control.
This need of adaptation, added to the chronical condition can act negatively influencing in the quality of life of those people. A Brazilian study showed that patients with diabetes mellitus have lower levels of quality of life than other people who have not been attacked by the disease (6) . Another study showed that several factors can influence the quality of life, highlighting the type of diabetes, use of insulin, age, chronical complications, socioeconomic and educational level, psychological factors, knowledge on the disease and access and type of the assistance received (7) . The quality of life concerning health has been used in the area to differentiate the quality of life in a generic sense. It is considered a synonym of the term 'condition of health perceived', which contains three large domains: physical, psychological and social (8) . This thematic emerges in the scenario of the researches as a new possibility of directing the practices in health, especially in basic care, once it is an entrance door to the actions and services. So, the study of the quality of life related to health makes feasible the creation of strategies and effective programs of intervention for the promotion of the integrality of care to the bearers of diabetes mellitus type 2 (9) . According to the above mentioned, the present study was aimed at evaluating the quality of life related to the health of patients with diabetes mellitus type 2 assisted in the Family Health Strategy.
Method
This is a cross-sectional study, developed in two Family Health Units, in the city of Picos, PI, Brazil, selected at random through draw.
Of the 166 people with diagnosis in the diabetes mellitus type 2 assisted in the health units, who were registered in the high Hiperdia programme at the current moment of data collection; 100 diabetic patients took part in this study, who contemplate the criteria of inclusion established as follows: age above 40 years, by convenience, due to the fact that they belonged to the age range which was more frequently present at the health units, and for having diagnosis of diabetes mellitus type 2. People who presented incapability of verbal communication, identified by the researcher at the moment of the interview, were excluded of the research.
The data collection was made in March and April of 2012, through individual interview, using a form containing socioeconomic and clinical variables. An instrument was also used to evaluate the quality of life, the Medical Outcomes Study 36 -Item Short Form Health Survey (SF-36) (10) in a translated, adapted and valid version for Brazil (11) . The SF-36 is a generic scale of evaluation of the quality of life made by 36 items distributed in eight components: functional Capacity, physical aspects, pain, general condition of health, vitality, social aspects, emotional aspects and mental health and one more question which promotes the comparison of the current general condition of health to the one, one year ago. These categories can still be analyzed in briefing measures called 'physical condition and mental condition' (11) . The application of the SF-36 allows to obtain the data concerning the last four weeks and evaluates both negative points of health (disease/infirmity) as well as positive ones (welfare) of the subject. And it presents a final score which varies in a range from 0 (the worst general condition of health) to 100 (best general condition of health), and each one of the dimensions were separately evaluated (10) (11) (12) . The data were distributed and ordinated through Excel 8.0 software and afterwards processed in the Statistical Package for the Social Science version 17.0. The social demographic variables related to the diabetes were analyzed through the means of a simple distribution of frequency, for the variable categories (dimensions of the SF-36) mean and median was used, for the numerical a standard deviation. To compare the quality of life with sex, practice of physical activity and number of comorbidities the ANOVA-F (p<0.05) was used. Each domain of the WHOQOL-BREF was isolated analyzed, in the Statistical Package for the Social Sciences software, which are respective syntaxes.
The study was made after the approval of the Committee of Ethics in Research of Universidade Federal do Piauí, according to protocol no. 0426.0.045.000-11. All the participants signed a free Informed Consent Form in two copies, one was kept by the participant and the by the researcher responsible for the study (13) .
Results
Of the 100 diabetic patients, 59% were female, the age range was 43 years (Average, 64.1 years). 72% of the people with diabetes mellitus had been studied between 0 and 6 years, 51% were married, 86% were catholic and 55% were retired.
The main problems reported for the nontreatment in the adequate way were the deficit of knowledge of diabetes (20%), lack of motivation (19%), lack of interest (15%), aversion to specific food (10%), lack of family support (12%) and nonacceptance of the diagnosis (3%) and a percentage of 35% reported as other causes such as difficulty of locomotion, financial problems, routine of exhaustive work, body pain, visual deficit, problems of arthroses, osteoporosis and arrhythmia.
The average time of diagnosis of the diabetes mellitus was 8.6 years and the greatest proportion (73%) of people reporting situations which cause lack of adhesion to the treatment. Hypertension (n=68) was the comorbidity more concomitantly associated to the diabetes and among its complication, the most mentioned (n=88) were the ophthalmological ones (Table 1) . In the evaluation of the quality of life the average standard score for each dimension of the SF-36 was obtained, where the values ranged from 34.8 to 72.0 characterizing the highest and the lowest impact of diabetes in the quality of life. Only three dimensions presented an average score value bellow 50 (physical aspects, emotional aspects and general condition of health) corresponding to half of the maximum value which is 100, thus demonstrating a higher commitment of those components ( Table 2) . The correlation between sex of the participants and the measures of quality of life regarding health showed that men presented a better evaluations of the components of the SF-36 concerning the women, except in the physical aspect domain, because there was only a significant statistically association with the pain and the functional capacity (p<0.05) ( Table 3) .
Among the diabetic patients who practice physical activities there was a better evaluation of the quality of life and all the components related to the one who did not practice it, with a significant statistically relation between the functional capacity and the emotional aspects (p<0.05) ( Table 3) . Concerning the comparison of the current conditions of health and the ones one year ago, 39% reported to be 'almost the same thing', 27% reported to feel 'a little worse' and only 19% consider being 'a little better'.
Discussion
The diabetes mellitus is considered one of the main current problems of public health, and diabetes mellitus type 2 is the prevalent form among patients with more advanced age. Most of the participants in this research were within 0 to 6 years of study, a fact that can be directly related to the main problems reported by the same for not having adequate treatment, which was the deficit of knowledge on the disease.
The democratization of the knowledge on the health disease process, especially in the scope of the chronical diseases is fundamental in order to obtain satisfactory results in the treatment, besides the possibility of choice through health life habits thus contributing to the improvement of quality of life (14) . As to the situation of marital status most of them reported to be married (51%). The marital status interferes in the adhesion to the treatment, in the family dynamics and in the psychosocial profile influences in the glycemic variations, being the family environment a stimulus to self-care (15) . In this study the evaluation concerning the assistance of the therapeutics showed the need of a better adhesion from the evaluated diabetics patients, especially regarding the healthy habits of life. Although, a significant number of the sampling followed the recommended diet, only 26% practiced a physical activity, diverging of the preconized and observed behavior in other researches concerning the adherence to this practice, which showed a higher rate (16) (17) (18) . The literature refers to the practice of physical activity as a differential aspect highlighting that patients who practice physical activity present a better evaluation of the quality of life. Such practice must be incentivized by the health professionals and there should be interventions pursuing the awareness of the role of the regular practice of physical activity for life (14) . Currently the improvement of the quality of life is directly linked to the practice of physical activity, once the degenerative chronical diseases such as heart diseases, diabetes and hypertension, which present a high rate of maternity, are associated to the inadequate habits and diet and to sedentary life, but people with certain degenerative chronical diseases are not able to practice activities, within their limitations and specific physical conditions (19) . The regular practice of physical activity and the change of habits with the use of self-care practices is fundamental for an adequate management of the disease and the minimization of the complications, the isolated treatment, does not represent a good glycemic control, for such, it is necessary the association of the prescribed medication, adequate diet, regular practice of physical activities and the semester laboratory exams (16) . Not following therapy in an adequate way implies in the emergence of chronic complications of the disease, and among the most prevalent in the evaluated sampling the visual problems were highlighted. According to the Brazilian Society of Diabetes (2) diabetic retinopathy is the main cause of blindness in people in their productive age (16 to 64 years), and this is observed in 90% of the people with diabetes mellitus type and in 60% of those with diabetes mellitus type 2.
In person with diabetes mellitus type 2, besides the visual problems, it should be highlighted the raising from two to four times the risks for the development of cardiovascular diseases which are responsible for 75% of the deaths of the patients with the disease (2) . The acute and chronical complications resulting from diabetes are conditioned by factors originated in their own style of life, that is, they are related to the control of glycemic levels reached along treatment (16) . Such complications can influence in the quality of life of the patient, precise other factors, from objective one (conditions of health, earnings, housing) to more subjective ones (humor, self-esteem and selfimage),independently of the specific or global focus to the quality of life (quality of life concerning health) (19) . In a study made with diabetic patients at a Family Health Unit, aiming at accessing the quality of life, the highest scores were obtained in the social aspects (63.8) and pain (53) dimensions, and the lowest average scores were in the emotional aspects (46.6) and physical aspects (38.6) (20) . Otherwise, these findings differ from another investigation where the quality of life of people with diabetes mellitus and/or arterial hypertension using the SF-36 was evaluated, observing that the worst scores were obtained in the general condition of health and functional capacity domains (14) . One of the limitations of this study is concentra-ted on the difficulty of understanding, by part of some participants concerning the categories of answer to specific items of the SF-36 instruments, and this difficulty was particularly more expressive concerning question nine, such fact can be related to the low schooling observed in the participants of the sampling.
Conclusion
The evaluation of the quality of life reports to a holistic vision of aspects, which are liable to interventions, to the nurse, as well as to the multi professional team; it is necessary the effective and complete assistance of the patients with diabetes mellitus type 2 aiming at assisting their biological and psychosocial needs.
Therefore, the use of instruments validated according to SF-36, make a better visualization of the health conditional feasible. In this study, it was identified that the dimensions which obtained the lowest scores were the ones concerning the physical and emotional aspects, the knowledge on those will enable the specific actions turned to these groups in order to promote a better adhesion to practice which positively influence the quality of life.
However, it is still considered important more studies on the thematic, once they are insufficient for the publishing concerning the evaluation of the quality of life of diabetic patients in Brazil, especially in the northeastern region, even facing its importance in directing the specific strategies of care to minimize or prevent its commitment.
